pain in the right side of her abdomen which had beein present for about one month, and this was associated with loss ot appetite. Ilhe only relevant findings in the past history of this patient was that she had received injections in the United States of America in 1920 for a 'blood condition.' She didl nlot knowZ the nature of the 'blood condition,' but thouglht that the injectionis w%ere arseniic, and closer enquiry revealed that thle spacing and courses of these injectionis resemiibled tllose of anti-syphilitic arseniotlherapy.
On examinationi, the patient wvas grosssly aniemic but inot jaundiced. She was small in stature and of a sallow coinplexion xvith pitting (edemia of the lower limbs. There were nio enlarged superficial vm mph-glands. '1le nails were A diagnosis of aplastic anemia (toxic pancytopenia), resulting from arsenotherapy, was considered unlikely because of the twenty-eight year interval since the last arsenic injection, but the possibility that the anwemia was of syphilitic origin was explored by testing the response of the an,aemia to a therap-eutic trial of anti-syphilitic drugs. AccordinglN, the patient was given three intramuscular injections of 0. The patient was discharged from hospital on weekly injections of liver extract and daily oral iron. She was seen from tithe to time as an out-patient between November, 1948, and June, 1949, when it was noted that the splenomegaly was increasing and the hoemoglobin, despite adequate therapy, was not being maintained, so that, on two occasions, blood transfusions were required. Thus, this patient was under observation for some eleven months, during which time she was on haematinic therapy without significant benefit. Although the anamia in this case was consistently macrocytic, the evidence for the diagnosis of Addisonian pernicious anaemia was incomplete, viz., presence of free acid in the stomach, inability of liver therapy to maintain the blood level.
Following an attack of herpes zoster in April, 1949, she was re-admitted into the Royal Victoria Hospital in June of the same year. When the htematological records of this patient were reviewed, it was seen that she had a persistent aw-emia 
IlI-I
not maintained by hrematinic therapy, a hyperplastic marrow, splenomegaly, hyperbilirubinwmia, and a constant reticulocytosis. These findings were suggestive of a haemolytic anwmia. That this hamolytic anaemia was of mild degree and unlike either congenital or acquired haemolytic anaemia, was evident by the mild degree of the reticulocytosis; by the absence of crisis, by the absence of spherocytosis; by the normal osmotic fragility of the red cells, and by the repeatedly negative Coomb's test (anti-human globulin test). It was considered that hypersplenic anmeia seemed to be the most probable diagnosis, and accordingly, following pre-operative preparation by the transfusion of four pints of compatible blood, a splenectomy was performed. The haemoglobin, eight days after the splenectomy, was 90 per cent., and this level has been maintained and improved since then. This improvement has been associated with a rise in the red cell and. white cell counts; a normal bilirubin level in the blood; and a normal reticulocyte count. The spleen, when examined after removal, was greatly enlarged and weighed 1,500 gm. The histological pattern of the spleen was well preserved. There was a general increase in the cellularity of the pulp with thickening of the si.nusoidal walls. This increased cellularity was in part due to a proliferation of reticulum cells of -the pulp and also of the lining cells of the splenic sinusoids which were unduly prominent. Follicular aggregations of reticulum cells without giant cell formation were evident, both in the lymph follicles and in the perifollicular zone. These resembled similar lesions found in the spleen in Brucella abortus infection, but in this case the agglutination test for brucellosis was negative. The lymph follicles throughout the spleen were rather small.
H'aemosiderosis was marked throughout the pulp, but erythrophagocytosis was not conspicuous.
COMMENT
The haematological findings and response to splenectomy in this case satisfy the criteriae laid down by Doan (1946) for splenic blood dyscrasia or hypersplenic anaemia, namely:
1. Diminution of one or more of the circulating elements of the blood. 2. Normal or increased bone marrow activity. 3. Splenic enlargement. 4. Complete, rapid, clinical and haematological recovery following splenectomy. The histological findings in the spleen after removal were those of a diffuse hyperplasia of the reticulum cells, with nodular 'pseudofollicles' of reticulum cells in relation to the lymph follicles, and there was no histological evidence of syphilitic involvement of the spleen. These findings are similar to those described by Haam & Awny (1948) It is possible that the positive results found with the serological tests for syphilis may have been false, and associated with the haemolytic anemia found in the hypersplenic syndrome. Information on this point, in the literature, is lacking, but false positive Wassermann results have been reported in haemolytic anaemia by Rubenstein (1948) . In this department, of eighteen cases of hemolytic anaemia, where syphilis was excluded, false positive W/R results were found in three, doubtful results in two, and negative in the remainder. Our own findings have tended to suggest that these false serological results are associated mainly with periods of crisis which did not occur in this case. However, the coincidental reversal of the positive serology to negative associated with the removal of evidence of active hemolysis following splenectomy suggests a possible relationship between these findings.
SUMMARY
A case of hypersplenic anaemia with panhaematocytopenia, splenomegaly and hyperplastic marrow, showing an excellent response to splenectomy is described.
